Pocowd TS,

Medical Exam & Immunizatio

10A NCAC 13F 0703 Tuberculosis Test, Medical
Examination & Immunizations

{a) Upon admission to an adult care home each
resident shall be lested for tuberculosis disease
in compliance with the confrol measures adopted
by the Commission for Public Mealth as specified
in 10A NCAC 41A 0205 including subsequent
amendments and editions.

This Rule is not mel as evidencad by

Based on record raviews and interviews, the
facility failed to ensure 2 of 3 sampled residents
{Residents #2 and #1) were lested upon
admission for tuberculosis (TB) disease in
compliance with the control measures for the
Commission for Health Services,

Tha findings are:

1. Review of Resident #2's current FL2 dated
02/26/25 revealed diagnoses includad type 2
diabetes, slesp apnea, chronic diastolic
congestive hean failure, and essential
hypertension,

Review of Resident #2's record revealed no
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Thae Adult Care Licansure Section conducted an
anoual survey and follow up from 06/17/25 To ensure a smooth transition for new
through 06/18/25. residents, a four-step process has
been implemented: 07/10/25
D 234 {0A NCAC 13F ,0703(a) Tuberculosis Test, 0234

Nurse Responsibilities: The assigned
nurse is responsible for completing
Step 1 prior to the resident's move-in
date. Step 2 must be completed within
the first 30 days of the resident's stay.

Medication Staff Responsibilities:
Before a resident moves in, the
medication staff will verify that Step 1
has been completed by checking the
rasident's chart. Within the first 30
days of the resident's stay, the
medication staff will re-check the
chart to confirm the completion of
Step 2.

Assistant Administrator
Responsibilities:Complete a chart
audit prior to the move-in date to
ensure Step 1 is finalized. Follow up in
30 days for Step 2.

Administrator Responsibilities: The
administrator will conduct a chart
audit to ensure that both Step 1 and
Step 2 have been successfully
completed for all residents.
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B 234 Continued From page 1

Residen! Register,

interview with the Business Office Manager
{BOM) on G6/18/25 at 10:83am revealed
Residant #2's admission dale was 03/22/25.

Raview of Resident #2's record reveailed thara
was no documentation a 2-step TB tast or 2 chest
x-ray was complated.

Refer o the interview with the 80M on 06/18/25
at 1:55pm.

Refer to tha interview with the Administrator on
08/18/25 at 2.07pm.

2, Review of Rasident #1'3 currant FI.2 dated
08/30/24 revealed diagnoses included haart
faiture, high blood pressurs, and gastic reftux,

Review of Resident #1°s Resident Register
ravealad an admission date of 00/14/23.

Review of Resident #1's racord reveaied thare
was no documeniation a 2-step T8 lest or a chest
x-ray was completed.

Rafar 10 the interview wilh the BOM on 06/18/25
at 1:55pm, :

Reter to the interviaw with the Administrator on
06/18/25 at 2:07pm,

Interview with the Business Offica Managar
{BOM) on 06/18/25 al 1:535pm revealsd:

-TB tests ware completed by the Registered
Nurse (RN},

-The facility had been without an RN for a coupla
waeks,

-In the absence of an RN, she or the Activity

D234
D234

To ensure the resident register is
always completed, we have 0112125
implemented a three-step process:

Med Staff Responsibility: Medical
staff will ensure the register is
submitted with all accompanying
paperwork.

Assistant Administrator Pre-Maove-in
Audit: The assistant administrator
will conduct a chart audit before
move-into confirm the register is
completed and signed.

Administrater Post-Move-in Audit:
The administrator will perform 2
chart audit within the first week of
move-in to verify the register is
completed and signed.
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Director {AD), would take residents io a D253
physician’s office for the TS tesls 10 be To ensure all asgessments are
performed. completed within the initial 72 hours,
-She thought all the T8 tesis were up 1o date. the nurse will train the Residential
-it was her responsibility fo chack to maka sure Care Coordinator (RCC), two members
paperwork was complated when the RN was not of the medical staff, the Assistant 07/21/25
available. Administrator, and thae Administrator
on proper assessment procedures,
Intarvisw with the Administrator on 06/18/26 at utitizing the NC DHSR ACLS RESIDENT
2:07pm raveated: ASSESSMENT SELF-INSTRUCTIONAL
-TB tests were lo be completed upon admission. MANUAL FOR ADULT CARE HOMES.
-She did not know some raskients did not have
dacumantation TB lasls wore completed in the The assessment process will adhere
recosds. to the following timeline:
-The RN was responsible 1o make sure TB iests
wera completad and paparwork was ug 1o date. Within the first 24 hours: The nurse is
<The BOM was responsible for making sure T8 responsible for completing the
tasis were completed and paperwork was up to assessment.
dats in the absence of the RN, ‘
-Fhey had been without an RN for a couple After 24 hours: If the nurse has not
weeks.,
completed the assessment, the
-t was her sxpectation that T8 lastis were o be me dg‘:al staff will check an & perform
completed upon admission and a second siep it
given afler, .
-She had not been deing chart audits. Within the first 48 hours: The
Assistant Administrator will verify if
0253 10ANCAC 13F 0807(a) Resident Assassmant 0253 the assessment has been complated.
) if not, they will complete it,
T0ANCAC 43F 0801 Resident Assessment
(8) An adull care home shall assere that an initial Within the first 72 hours: The
assessment of each residant is complated within Administrator will ensure the
72 hours of admission using the Resident assessment has been finalized. If not,
Reglster. they will complete it at that time.
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This Rule is not met a5 avidenced by:

Basad on interviaws and record reviews, the
facility failed to ensure an initial 3ssessment was
campleted within 72 hours of admission using the
Resident Register for 1 of 3 sampled residents
{#2).

The findings are:

Raviaw of Rasident #2's current FL2 dated
02/26/25 revealed dlagnoses included diabates,
steep apnea, chroni; diastolic congestive hearl
failure, and hypentension,

Raview of Residend #2's record reveslad no
docurnentation of a Resident Register,

inferview with the Businass Oifice Manager
{BOM) on 06/18/25 at 10.53am revesled
Rasidgnt #2's admission date was 03/22/25.

Interview with the Rasident Care Coordinalor
{RCC) on 06/18/25 at 1.49pm revealed:

-The Activity Director {AD) ar the Business Office
Manager {BOM) completed Rasident Registars.
-After the Resident Regislers were complelad,
she was responsible for placing them into the
racords,

-Sha thought a Resident Register was complaeted
for Resident £2, but sha could not focate o

-She did nol know what happenad o Resident
#2's Residant Ragister,

Interview with tha BOM on 06/18/125 at 1:55pm
ravealad:

-She was rasponsible {or camplating Resident
Ragisters,
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-She would give families packals lo fill oul D263
containing the Resident Registers, then once they To ensure alf resident care plans are
ﬁrp:f‘g:d ::9;‘ ‘;;‘e "’;:'ﬁ;ﬁn g‘“‘; current and signed by their physician,
-She thought Residant a Resident we will implement a four-step process:
Register, but sha was not sura why it could not be
located. L ) Nurse Responsibility: The nurse will
She and tha Administralor were responsible for P ¥
making sure the Resident Registers Evera complete all care plans annually or
com Tgied and placed in the ?asiden!’s record when a significant change in care
P i ’ occurs. Complated cara plans will be 07724425
 Iterview with the Administrator on 06/18/25 at immadiately sent 1o tha physician's
2:07pm revealed: office for review and signature,
-The BOM had Dean completing Resident .
Regislars. wietng RCC Follow-up (Day 5}: The Resident
-She expacted Residert Registers would be C:re Coozdmaftor (RCC}) will conduct
sompleled prior to admission or within 72 hours chart audits. If a care plan has not
of admission, been signed and returned by the fifth
-She did not realize Resident #2 did not have a day, the RCC will contact the
Resident Register i har record. physician's office for follow-up.
-She had not been doing chart audits. . .
Assistant Administrator Follow-up
D 263 10ANCAC 13F 0802 (e) Resident Care Plan D 263 {Day 10): The assistant administrator

10A NCAC 13F 0802 Resident Cara Plan

{&) The facllily shall assure that he resident’s
physicign authorizes parsonal care services and
cartifies tha lollowing by signing and dating the
care plan within 15 calendar days of completion
of the assessment:

{1} the resident is under the physisian's care;
and

{2} Ine rasident has a medical diagnosis with
associated ghysical or mental limitations that
justify the personal care services specified in ths
cara plan.

This Rule is not mat as avidenced by.
Based on record rgviews and intsrviows the

will conduct a chart audit by the tenth
day. if the care plan ramains unsigned
and unreturned, she will personally go
to the physician's office for follow-up.

Administrator Escalation (Day 14): The
administrator will conduct a final chart
audit by the fourteenth day. if the care
plan is still unsigned and unreturned,
she will directly contact the physician
ta ensure its completion within 24
houss,
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0 263 Confinuaed from page 5 0263

faciily failad to ensura the physician signed and
dated the care plan for 3 of 3 sampiled residents
{Resident #1, #2, and #3).

The findings are:

1. Raview of Rasident #1's current F1_2 dated
(8730724 revealsd dizgnoses included hsar
failura, high blood pressure, blindness, history of
recent fads and gastnic reflux.

Raview of Residenl #1's Resident Reqister
revealed an admission dateg of 09/14/23.

Reaview of Resident #1's care plan dated 05/06/25
ravealed:

-Resident #1 required limiled assistance with
ambulation, loileling. and dressing,

-Resident #1 requ red supenusion wih bathing,
grogming, and transfers.

-Resident #1's care plan was nol signed by the
primary care proviger {PLP),

Refer 10 the interviaw wilh a porsonal tare aide
{PCA) on 06/18/25 at t.48pm.

Refer 10 the infarview with the Resident Care
Coorginator {RCCY an 0617125 at 12:45pm,

Refer to the niervew with the Administrator on
(6/18725 al 2.:07pm.

2. Review of Resident #2' current FL2 dated
02126125 ravesled diagnoses included typs 2
diabetes, sleep apnea. chronic dastaiic
cangestive hear failure, and essantial
typertension,

Review of Resident #2's Racord revealed no
Residenl Register.

Brviseon of Haglth Sanice Regulaton
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0 263 Continued From page 6 D 263

Interview with the Business Office Manager
{BOM) on 06/18/25 at 10.53am ravaaied
Rasidant #2's admission dale was 03/22/25.

Faview of Residen #2's care plan dated 03718725
revealed:

fResident #2 did not have a hislory of wandering
bahaviors.,

-Rasident #2 was independent wilh aclivitias of
daily fiving (ADL's),

-Resident #2 required stafi 1o check on her avery
2 hours at night.

-Resident #2 ragulred assistance with medication
managemani,

~The care plan was not signad by Residant #2's
PCP.

Rafer 10 the interview with a parsenal care aide
{PCA} on OB/18128 at 1:.48pm.

Rafer 1o the interview with the Resident Carg
Coordinator (RCC) on 06/17/25 at 12:45pm.

Rater 1o the interview wilh the Administrator an
06718425 at 2.07pm,

3. Review of Resident #3's current FL2 dated
OBI28/24 reveated there ware no diagnoses listed
on the FL2 or gn the physician's arders,

Raview of the hospice pragress noles by the
primary care provider (PCP) dated 06/02/25
ravaalad diagnoses include Alzheimar's diseass,
diabetes, high blood presiure, and abnormal
waight loss. :

Raview or Resident #3's Resident Register
revealed an admission dale of 09/02/16.

Qiviseon of Haalth Servica Regulation
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Review of Resident #3's cara plan dated 93/16/25
reveaied:

-Rasident #3 raquired total assistance with
bathing, dressing, toilating. ransters and
ambuiation.

-Resident #3 raquired axlansive assistance with
eating and groaming.

-Resident #3's care plan was not signad by the
PCP,

Refer io the Interview with a personal care aide
{(PCA} on 06/18/25 at 1:48pm,

Rater 1o the intarview with the Resident Care
Coerdinator {RCCY on 06/174125 at 12:45om.

Reafer 1o the interview with the Administrator on
05/18/25 at 2:.07pm.

interviaw with the PCA an 06/18/25 at 1:48pm
revealad: ]

Care plans should be completed yearly and any
tirne a significant change oceurred.

-She anlerad information from care plansg and
FL2s in a book in the medication room that she
referred to for each resident to provide
appropriaie care.

interview wilh the RCC on 06/17/25 at 12:45pm
raveaied:

-She was unabie to find current cara plans for the
rasients that were signed by the PCP.

-All the care plans were supposed o be signed by
the PCPE for each rasident,

-The Ragistered Murse (RN} was responsible for
getling the PCP signatures on the care plans for
each rasident.

irterviaw with the Administrater on 08/18/26 at
2:07pm rovealed:
Onasion of Heafth Service Ragulation
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-Tha BN and RCC were responsible for $280 timel lati fth
compisting cara plans and making sure the i° ens:seH lmlehY:OTP e. mnio ¢
physician's signed each care plan. Licens Li:;St ‘ ro es:lofn?l .
-She had heen without an RN {or about 2 waeks, Support% b ) orm, ; efo o;:nng
-She did not reatize care plans were Aot signed pracess has been implemented:
by a physician. R
-Somalimas \hey could nol get the physician 1o Nurse Responsibilities:
sign the case plans right awaey. Complete the initial evaluation
-She was responsible for checking records and ?""th"‘ 30 days of a resident's move-
making sure care plans wers signed by the .
physician. Complete the form whenever a new 08/30/25
-She had not been doing chan audits. resident need arises.
Complete the form quarterly
D 280 10ANCAG 13F 0903(c) Licensed Health 0 260 thereafter.

Professional Support

10ANCAC 13F 0803 Licansed Heatlth
Professional Support

fc) The faciity shall assure that participation by a
ragistared nurse, occupational therapist of
physical therapist in the on-site revigw and
evaluation of the residents’ health status, care
plan and care provided, as raquired In Paragraph
{a) of this Rule, is completed within the first 30
days of admissicn or within 30 days from the dale
a resident develops Ihe need for the lask and at
least quarterly theraafiar, and includes the
following;

{1} performing a physical assessment of the
rasident as related to the resident's diagnosis or
current condition requiring one or more of the
tasks spacified in Paragraph {a} of this Rule;

{2) evaluating the resident's progress to cars
being provided;

{3) recommending changes in lhe care of the
resident as naeded based on the physical
assessmant and avalualion of the progress of the
resident; and

{4} documenling the activilies in Subparagraphs

RCC (Resident Care Coordinator)
Audit:

Conduct a chart audit 15 days after
mave-in to confirm LHPS
completion.

if incomplete, notify the nurse and
assistant administrator.

Assistant Administrator Audit:
Conduct a chart audit 20 days after
move-in to confirm LHPS
completion.

if incomplete, notify the nurse and
administrator.

Administrator Audit:

Conduct a chart audit 25 days after
move-in if the LHPS is not
completed.

If incomptete, schedule the nurse to
come in and complete the form.

Division of Haalth Service Regulation
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{1} through (3) of this Paragraph.

This Rule s not mel a3 avidenced by:

Based on record raviews and intarvigws the
tacifity failed to ansute 2 of 3 sampled residents
(Resident #1 and #3) had a Licensad Health
Professional Support (LHPS) raview completed
quarterly by an appropriate ficensed health
professional,

The findings are:

1. Raview of Rasident #1's currant FL2 dated
08/30124 revealsd dlagnosas includad hoart
faifure, high biood pressure, freguent falls, and
plindress.

Review of Resident #1°s record revealed:

-The most current LHPS review was dated
05/08/25 and included personal care tasks
documented as madication administraion, range
of motion axercises lor edema, monitor for falls,
and encourage (o join activities.

-The previous LHPS review was dated 11/16/24.

Heler to interview with the Rasident Care
Coordinator on 06717125 at 12:45pm,

Refer to inferviow with the Adminisirator on
06718425 at 2268pm,

2. Raview of Resident #3's current FL2 dated
(8/28724 revealed there were ng diagnoses listed
on tha FL2 or on the physician's orders.

Review of the hospice progress notes by the
primary cara provider (PCP) datad 06/02/25
revealed diagnosas include Alzheimer's disease,
diabeles, high bload pressure, and abnormal
weight loss,
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Review of Resident #3's record revealed:

-The most current LHPS review was dated
05/08/25 and includsd parsonal care tasks
decumaented as administer pain and comfort
medications, assist with acliviies of daily living,
ancouwrage aclivitios as she toleratas, and
hospice care coordination.

~Tha pravious LHPS review was dated 11116724,

Refer to interview with the Residant Care
Coordinator on 06/17125 at 12:45pm.

Rafer 10 interview with the Administrater on
(6£18/25 at 2:.08pm.

intervisw with the Resident Care Coordinalor on
06112725 at 12:45pm reveated:

‘The Reqistered Nurse (RN} was responsibis lo
ensura the LHPS was completed quartedy.

-The facility did not currently have an RN on staff.
-She did not know who was resonsible for the
LHPS to ba completsd quarterly in the absencs of
tha RN.

interview with the Adminisirator on §6/18/25 &
2:08pm ravealed:

-8She was not sure how oftan the LHPS review
was supposed lo be dona.

-The RN was raesponsibie to complete the LHPS
raview

-She was not aware the LHPS review was not
being completed timely.

10ANCAC 13F .0904{e}(3} Nutrition and Focd
Sarvice

10ANCAC 13F 0904 Nulrition and Food Service
fe) Therapeulic Uiets in Adult Cara Homes:

0280

0 308
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{3) Tihe facility shall maintain a current listing of D309
;:f ':;::::Z? :1025: ;zmﬁ[;:fhmamu“c diets To ensura all dietary and ?harapeutic
needs are met, the following process
has been implemented:
Nurse Responsibility: The nurse will
verify that all diet orders are
documented in the regsident’s chart 08/01/25
and signed by the resident physicians.
This Hule is not met as avidencad by: RCC Responsibility: The Resident Care
Based an obiservations, record raviews, anc Coordinator (RCC) will create a copy
interviews, tha facility failed o maintain an of the diet order for the dietary staff. If
accurale listing of residants with physician a new order is received, the RCC will
ordared therapeutic diets for guidance of food replace the gutdated crder.
sarvice staff for 3 of 5 residents sampled
[Residents ¥2, 43, and #4). Agsistant Administrator
Rasponsibility: The assistant
The findings are: administrator will conduct monthly
audits to confirm that resident charts
Observation of the kitchen on 06/17/25 at 9:50am align with the diet orders posted in the
revaaled there was 2 list of physician-ordered kitchen.
therapeutic diets posted for staff o reference.
Administrator Responsibility: The
1. Review of Resident #2's current FL2 dated administrator wil perform quarterly
02/26/25 roveated diagnoses included type 2 audits to ensure all diet orders in
diabetes, steap apnea, chronic diastalic resident charts match those posted in
congastive heant failure, and ossential the kitchen.
hypertension.
Review of Resident #2's Racord revealad no
Rasident Register.
Interview with the Business Office Manager
{BOM) on 06/18/25 at 10:53am revealed
Rasident #2's adniission date was 03/22/25.
Observation of the diet list on 061725 at 3.4%am
revealad Resident #2 was on a regular diet,
Bivisian of Heah Sorvice Regulation
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Raviaw of Resident #2's physiclan's order dated
5N 2425 ravealad Residant #2 was ordared aiow
sodivm diet andd no added 1able sait.

nterview with the Resident Care Coordinator
{RCC) on 06/17/25 at 12:38pm ravealad:

-She thought Resident #2 was on a regular diet.
-She must have missed the diat order on
05/12/25 where her diet changad 1o low sodium
diet with no added tabie sait.

Interview with the Distary Manager {OM) on
06117425 at 3:50am revealad:

~She was nol aware Rasident #2 was on a low
sodium diat and no added table salt.

-She naver added salt when she prepared the
food.

Rafer o interview with the Dietary Manager (DM}
on 06/18/25 at 11:31am,

fkefor to interview with the Business Office
Manager (BOM) on 06/17/25 at 12:20pm.

Refer o intarview with the Resident Care
Coordinator (RCC) on O6/17)125 at 12:38pm.

Raler t0 internview with the cool on 06/18/25 at
9:14am.

-Refer (o intenview with the Adminisirator on
086/18125 at 10:54am.

2. Review of Resident #3's current FL2 datad
QB/18i24 revezled thare were na diagnoses listed
an the FL2 or on the physician's orders.

Reviaw of the bospice pregrass noles by the
primary care piovider {PCP) dated 06/02/25
Division of Haalth Sarvica Rogulabion
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ravealed diagnoses inciuds Aizheimer's diseass,
diabetes, high bleod pressure, and abnormal
welght loss,

Gbservation of the diet list on 06/17/25 at 9:.4%am
ravaalad Rasident #2 was on a low concentrated,
carb-controlled diel, dated 05/21/24.

Ravigw of Resident #3's physician's order dated
03112125 revoaled Rasidenl #3 was ordared a
machanical sofl diel,

Review of Rasideni #3's physician’s order daled
06/05/25 revealed Rosident #3 was on a regular
dief,

intérdiaw with Resident #3's hospice Regisiered
Murse (RN on 08/1B/25 at 11 20am revealed:
-Residant #3 was having trouble chawing toad
back in March 2025 and she was placed on a
machanical soft diel.

-Residant #3 was no longer having any issues
with chewing and the family and the care ieam
daclded it was best o put har on a regular dist.
-She was nol sure of the exact dale the
mechanical soft diet was discontinued.

-She no onger had blood sugar tested of
required blood sugar medicalions and no longer
needad the low concentrated sweels of carb
cantrolied diet,

<They wara more concarmad with Rasident #3's
comfont and providing har with a regular diet so
she coulkd eat the food she chose to eat.

Fefar to interview with the DM on D6/18/25 al
14:31am.

Reler to interview with the BOM on 06/17/25 af
12:20pm.
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Refar o interview with the RCC on 06/17/25 &t
12:38pm,

Ralar io interview with the cook on 06/18/25 at
3:%4am.

Rafer to interview with the Adminisirator on
086718425 at 10:54am.

3. Review of Resident #4's current FL2 dated
11718724 rovesrled:

-Diagnoses included type 2 diabeles,
hypartansion and history of stroks,

-There was an order for a regular diel,

Ohsarvation of the diet list on DB/17/25 at $:4%9am
revealad;

-Residont #4 was on a low congantrated swaels
and no added salt diet,

-Thers was an order on the clipboard dated
11/48/24 for low concentraled sweets and no
added salt diet with no physician signature.

Rafar 1o inlerdaw with the DM on 0618725 al
11:31am.

Retar o intervigw with the BOM on Q6717725 at
12:20pm,

Refar 10 interview with the RCC on 06117725 at
12:39pm.

Refer o interview with the cook on 06/18/25 at
9: 1dam,

Refer o interview with the Administrator on
0618725 at 10-84am.

Intervisw with the Dietary Managsr (DM) on
OB/18725 at 11:31am revealed;
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-The Business Office Manager (BOM) kept her
informad of new diat orders.

-She and the cooks would place a copy on the
clipboard and updale the rasident list with any

diet changes.

interview with the BOM on 08/17/25 a1 12:20pm
ravealed the Resident Cara Coordinalor [RCC)
was responsibie for processing ail of the diet
orders and ansuting the kitchen staff received the
diet orders,

Interviaw with the RCC on (6117725 at 12:3%9pm
revealad:

When Rasidenis were admitled to the facility or
when a new diet was orderad, the physician
would eithar call or fax the ardar.

-She was responsible for making copies of the
orders and immediately sending orders to the
kitchen,

-She was not aware of any diet order changes.
-She was nol sure why they did nol have the maost
recent dial order listed for the kitchen.

intarview with the cook on 06/18/25 at 9:1d4am
revesaled.

=The BOM verbaily informed him of new dial
ordars,

-The BOM also gave hirmn hardcopies of the diel
orders,

-He thought the current list of residenl diels were
accurale.

nterview with the Adminisirator on 08718725 at
10:54am revealed:

-The RCC was rosponsible for ensuring new diel
orders communicated 1o lha kitchen siaff
-Physician orders weare faxed or hand delivered ko
the RCC, and the RCC would make a copy and
take 1o the kilchen.
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104 NCAC 13F 1002 Medication Orders

(f} The facility shall assure that alt current orders
for medications er treatments, including standing
orders and crders for self-administration are
reviewed and sighed by the residenl’s physician
or prescribing practitioner at keast avary six
months.

This Rule is not met as evidenged by:

Based on interviews and record reviews, the
facility fajled to ensure sl current orders for
medications and ireatmanis weare raviawad and
signed by tha resident's primary care provider
(PCP) at least every § months for 2 of 3 sampled
rasidants {Resident #1 and #3).

The findings are:

1. Review of Resident# t's current FL2 daled
(B/30/24 revealed:

-Diagnoses included chronic pain of the knee,
back, and shoulder, heart diseass, heart fallure,
high blood pressure, cardiomyopalhy (diseass of
the heart muscie), biindness, seasanal allergies,
frequent [alls, gastric reflux, and history of
myoecardial infarction {heart attack).

-There was no recommanded lavet of care.

-Ses atlachad medication list was documented in
the medication orders section.
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-She expecied the kilchen to find ot immediately
of any diet orders or changes. D349
-She did not know orders wars Incorrect on the
diet list the kitchen was using. To ensure all medication orders are
current and signed by resident
D 349 1DANCAC 13F 1002 {f) Medication Orders D 348 physicians, the following process has

been implemented:

Every five manths, the RCC (Resident 08/15/25
Care Coordinator) will print and send

all medication orders to physicians for

updates and signatures.

At the 5.5-month mark, the RCC will

contact physicians regarding any

cutstanding needs and inform the

assistant administrator.

Assistant Administrator Audit and
Follow-up:

Every six months, the assistant
administrator will audit each resident's
chart to verify that medication orders
have been updated and signed by their
physicians,

if any outstanding orders are
identified, the assistant administrator
will visit the doctar's office to obtain
the necessary signatures and then
update the administrator,

Administrator Audit:

The administrator will audit charts to
ensure that medication orders have
been updated and signed.
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~Thera were po physician's orders attachsd to
Rasident #1's FL2 or in the record dated
08130124,

Review of Rasident #1's physician's orders
revealed there was no six-month medical provider
ranawal of all meadications and {reatrments for
Raesidant #1,

Rafer 10 nterview with the Rasident Care
Coordinator (RCCY on 06/17/25 at 12:45pm.,

Realar o nlarview with the Adminisirator on
Q618125 at 2.08psn.

2. Raview of Resident #3's current FL2 dated
(828724 revealed:

-There wara no diagrosis listad.

-The racommendad level of care was ALF
{assisted living faciity).

-There was an order for B complex {used o treat
vilarin B deficiency) 0.4mg thrae times daily,
Biolreaze gel {used topicatly to reliave pain) 4%mil
apply to elbow, knaes, shoulder, and back daily,
calecoxib {used 1o treat pain} 100mg twice daily,
furgsamide {usad to lraat fluid retention} 40mg
daily, ipratropium-albutero] {used to traal
hreathing disorders) inhale one 3ml vial by
nehulizer twice daily, lavothyroxing {used (o lreal
hypothyroidism) 75mcg daily, omeprazole (used
1o treat gastric raflux} 20myg daily, polassium
{used to lraal low potassium) 10maq twice daily,
Parsarvision ARED (used for eye health) 1 {ablet
daily, vitamin D3 (used fo maintain bone health)
2006iu daify, and Vollaren (used lopically to reat
pain} 1% gram gel, apply 2gm to affected area
avery aight,

Review of Resident #3's physician's orders
revealad thers was no six-month medical provider
Diivision of Hesith Servica Regulstion

STATE FORM n IYUX 4 if gorlnusion sheel 180 13




Division of Health Service Ragulatian

PRINTED: 07/07/2025
FORM APPROVED

STATEMENT Of DEFICENCIES {¥1) PROVIOERISUPPLIERXL 1A

AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A, BLDING

(X)) MULTIPLE CONSTRUCTION

(X3} DATE SURVEY
COMPLETED

HALG56005 8.wiNG

R

06/18/2025

STREET ADORESS, CITY STATE, 2P CODE
84 CLUBHOUSE TRAIL
HIGHLANDS, NC 28741

NAME OF PROVIDER OR SUPPLIER

CHESTNUT HILL OF HIGHLAND

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEGED BY FLLL
REGULATORY OR LSC IBENTFYING INFORMATION)

x4 10
PREFIX
TAG

1]
PREFIX
TAG

(EACH CORREGTIVE ACTION SMOULD BE
CROSS REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION £45)
COMPLETE
OATE

DEFIGIENGY)

D 349 Continued From page 18 0 349

renswal of all medications and {reatments for
Rasider! #3.

Rafer lo inerview with the RCC on 6/17/25 at
12:45pm.

Rafar o interview wilh the Administrator on
O5/18/25 at 2.:08pm,

Interview wilh the RCC on 068/17/25 at 12:45pm
ravaaied:

-The Registered Nurse (RN) was rasponsibia 1o
ensure the physician's orders were completed
every 6 months and placed in the resident’s
madical racord.

-The facility was cunrently without an RN,

-She was nol sure who was responsible for the
physician's orders in the absance of tha RN

injarviaw with the Administrator on J8/1B/25S at
2:08pm reveatad:

-in the last year, she had 3 differont RN's who
ware each raspansible for auditing records and
ansuring the physician's orders were completed
avery 6 months for all the residents.

-She was unaware some of lhe residants did not
have §-month physician's orders in their medical
r2cords,
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